reported by Bradley (1943) in which some of the cases had diarrhoea as a symptom of minor importance. R. E. Smith (1938) mentions small attacks of epidemic vomiting and diarrhoea occurring at a public school ; he states that cases tend to occur in the early morning, that they are of extremely short duration, and that vomiting is a more constant feature than diarrhoea.
The only description we have found of an outbreak in this country closely resembling the present one is that of A. H. D. Smith and Davies (1941) of gastro-enteritis at a large Army training centre. The disease appears to be common and widespread in the United States. Reimann et al. (1945) give a very full account of the disease as it occurs in America, with a comprehensive bibliography of outbreaks in other countries, and state that the transfer of infection to human volunteers by inhalation of filtered nasopharyngeal washings and faecal filtrates from patients has given encouraging results. Their clinical and epidemiological descriptions correspond closely with ours. We quote the following extracts from their paper:
"This disease affects all ages, and its mortality is nil. Published epidemiological and clinical descriptions are similar. Sporadic cases are noted in the community for weeks or months, and eventually large outbreaks occur. -No age group is immune, but children of school age and young adults seem mostly affected. Epidemics occur at all seasons of the year, but especially in the autumn; and in different groups from 15.1 to 100% of persons are involved. Incubation period has been estimated from 30 hours to 7 days, usually two days.
" Epidemiologically the mild widespread disease with isolated cases and family and community groups involved, its apparent pandemicity, and seemingly short incubation period closely resemble the behaviour of the common cold or influenza, except for its spread over two or three months and absence of peaking. It is probably an air-borne infection, but hand-to-mouth or other means of transmission cannot be excluded, nor is it known whether it enters through the respiratory or alimentary tract."
We have little to add to this description and these conclusions concerning the disease. Examination of the stools from the hospital and practitioners for organisms and parasites and pus cells was completely negative. Stools were plated on desoxycholate citrate agar, MacConkey's agar, and in some cases on blood agar. When the hospital outbreak occurred a number of the stools which had been left in the refrigerator, and also some which were fresh the same morning, were sent to the Public Health Laboratory, Cambridge, for confirmatory examination, with negative results. Blood counts and serological tests were not done on any of the cases, nor was the vomit examined. No attempt was made to transmit the disease to volunteers.
We are unable to explain why the outbreak in the hospital was mainly confined to two maternity wards, the remaining adjacent maternity ward escaping completely. It may be argued that this was a different type of infection from the concurrent epidemic, but the identity of clinical symptoms and absence of detected infective agents in faeces, food, or water do not support this view.
Reimann states: " It is unknown at present whether or not the syndrome is related to severe epidemic diarrhoeal disease of the newborn. In most reports of the latter disease emphasis is placed on the absence of obvious infection in adults associated with the infants either before, during, or after an outbreak and on its high mortality." Similarly, in our cases the mildness of the outbreak among the newborn babies with concurrent infection among the mothers and staff definitely suggests that this is a different type of infection from the usual virulent type of neonatal diarrhoea.
The suggestion made by various authors (Reimann) that the disease is primarily an infection of the central nervous system is interesting. There were no definite nervous symptoms or sequelae in any of the hospital cases. In answer to the questionary only one practitioner mentioned giddiness as a sequel in a few of the severe cases. He suggested that this was cardiac in origin. Three others stated that mental depression after an attack was pronounced.
Summary
An outbreak of epidemic diarrhoea and vomiting of unknown origin is described.
Epidemiological data and previous published work suggest that the infection is due to a virus. The occurrence of several cases of relapsing fever in rapid succession after military exercises, in which the patients had passed the night in caves or dungeons, raised the possibility of the infection being conveyed by ticks. Further cases with a similar history have since come under our care. As tick-borne relapsing fever has not previously been reported in Cyprus, the details of these cases are described below.
Site of Infection
Infection occurred in caves and dungeons situated in the north and north-east of the island, of which the following is a description:
Cave A is partially subterranean, the mouth being screened by sandbags. It accommodated three men on guard. Its walls are soft and deeply and irregularly creviced. Ticks of the species described below were found in material scraped from the walls of the cave by Major J. Clark and ourselves. Dead ticks of this same species were found in spiders' webs attached to the roof of the cave. Cases 1, 2, and 3 slept in this cave 8 to 9 days before contracting relapsing fever.
Dungeon B is situated in the interior gallery system of extensive mediaeval fortified ramparts. Its walls are of hard masonry with many deep interstices in their surface. Scrapings from its walls were superficial and no ticks could be obtained. Cases 4 and 5 and probably Case 6 slept in this dungeon a few days before contracting the disease.
Cave C is artificially constructed in the side of an eminence composed of hard clay. Ticks could not be found in this cave, but considerable alterations had taken place in its structure before it was possible to make a search. Case 7 slept in this cave some 6 weeks before diagnosed as having relapsing fever.
Cave On 12/8/42 temperature 101', and spironemna found in blood film. Temperature next day normal, and remained' apyrexial till 18/8/42, when it rose to 98.9'; temperature normal next day and remaipe4 so until 6/9/42, when it rose to 99.6'. Temperature normal the following day. During this time he felt ill and complained of head-ache and nausea, so, although apyrexial, 0.6 g. of sulphostab was given intravenously on 13/9/42. Had no recurrence of pyrexia, and was discharged fit on 19/9/42. Clinical features : Sulphostab was withheld, as it was hoped he would develop pyrexia. However, temperature did not surpass 99.6' at this time, but patient looked ill and complained of headache and nausea. Eventually, after having sulphostab, his general condition and appetite improved and headaches disappeared; he was discharged fit six days later. Eye Case 10.
-Unit E; dug trench near Cave E. Admitted to hospital 10/8/42 complaining of headache and shivering. Temperature 103.8'. No lice on clothing or evidence of insect-bites on body. Spironema founc in thick blood film on 10/8/42; 0.6 g. of sulphostab was given intravenously. Next day temperature normal, and remained normal until 25/8/42, when he was discharged from hospital. Admitted to another hospital complaining of headache and general malaise. Ran a low fever, and was transferred to this hospital on 31/8/42. Continued to run a low fever until 11/9/42, when he had a rigor and temperature rose to 101.8' and 0.6 g. sulphostab was given intravenously. Temperature Reported sick on 10/10/42 with fever. He was detained in the local M.I. Room and treated for sandfly fever. He was apyrexial on 12/10/42 and returned to duty. Admitted to hospital on 20/10/42; temperature 103.6'. No lice on clothing or marks of insect-bites. Spironema found in blood on day of admission; 0.6 g. of sulphostab was given intravenously while pyrexial. Next day was apyrexial, and has remained so for 14 days. 
Summary and Conclusions
Ornithodorus tholozani has been found in caves in Cyprus. Soldiers sleeping in these caves have contracted relapsing fever. As this tick is a known vector of relapsing fever in other parts of the Levant it may be concluded that tick-borne relapsing fever also occurs in Cyprus. Twelve cases are described.
The incubation period of the disease varies. While usually lasting from 8 to 10 days, it appears likely that in some cases it can be as short as 2 days or as long as 5 weeks.
In 2 cases long periods of low continuous fever occurred as well as acute attacks of high pyrexia.
All cases were treated by intravenous arsenicals while pyrexial. Five of these relapsed in spite of treatment, but only two relapsed more than once.
Choroiditis was observed in one case, papillitis in 4 other cases. No other neurological complications could be discovered except for changes in the -cerebrospinal fluid.
The cerebrospinal fluid in 4 cases showed a lymphocytic pleocytosis. In one case 300 cells per c.mm. were observed. In 2 cases the chloride concentration in the cerebrospinal fluid was reduced to 680 mg. per 100 c.cm.
All cases in this short series gave negative Kahn reactions. In 7 cases the urine was examined for urobilin by Schlesinger's test. Marked urobilinuria* was observed in 6.
[ clinical impression has been formed in the last few years that morphine is of value in the prophylaxis of "paralytic ileus." We are unaware of any previous statistical evidence for this belief, but we regard the following analysis as of value, because the treatment was altered from a non-morphine to a morphine routine with the specific object of lessening its post-operative incidence. The accepted definition of postoperative "*paralytic ileus" is the failure to pass flatus within 60 hours at the end of an operation, and Caesarean section, owing to the laxity of the abdorninal wall and haemoperitoneum, is recognized as predisposing to this condition.
The data submitted for analysis consist of particulars relating to 500 consecutive patients upon whom Caesarean section was performed when under the care of Dr. W. J. Clancy in the City General Hospital, Sheffield. In the pre-morphine period the drug was given only when necessary to relieve pain, while in the second period the routine was as follows: Morphine gr. 1/4 was given 6-hourly for the first 24 hours (if the patient was asleep the injection was given on awaking, and so on 6-hourly). If distension was present the morphine was continued in the same way for a second period of 24 hours. In any case morphine gr. 1/4 was given at night for the first four nights. Fluids were limited to 3 pints a day until flatus was passed, after which the diet was rapidly increased to normal.
There were 160 Caesarean sections before the morphine routine was introduced, with 8 cases of ileus, and in the second
